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FIGURE 2. Intraoperative view with some excessive leaflet tissue assum-
ing excellent coaptation.
Brief Technique Reportspatients. Postoperative hemodynamic performance was ex-
cellent (Table 1). Two (1.8%) patients required permanent
pacemaker implantation before discharge.Within a complete
follow-up period extending up to 48 months, 2 patients un-
derwent replacement of the valve because of regurgitation.
DISCUSSION
This is a prospective registry of the first 109 patients who
received the new Sorin Freedom SOLO aortic tissue valve.
Simpler technique of implantation was appreciated by all
surgeons, and after a short learning curve it was found to
be easier to implant than any other stentless valve.
Oneof themaingoals of stentlessvalves is to improvehemo-
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The Journal of Thoracic and Casome reduction in the transvalvular gradient and may lead to
amore complete regression of the left ventricular mass and im-
proved long-term survival. However randomized studies com-
paring stentless and stented valves show conflicting results.2-4
A substantial proportion of surgeons probably consider the
implantation of a stentless valve more demanding than that of
a stented valve, with longer perfusion and crossclamping times,
and are reluctant to introduce stentless valves in their repertoire.
ThenewSorinSOLOvalve is considerably easier and faster
to implant. The design is close to the structure of the native
valve, and the strictly supra-annular implantation provides
a greater effective orifice area index for a given valve size.
We confirmed the excellent hemodynamic performance5
and were able to implant larger sizes when compared with
stented bioprostheses. The strictly supra-annular position
seems to reduce the rate of postoperative complete atrioven-
tricular block, which was only 1.8% in this series.References
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Mark A. J. Newman, FRACS, MD,b and Bart H. van Straten, MD,a Eindhoven, The Netherlands, and Perth,
AustraliaAn intracavitary left anterior descending (LAD) coronary
artery, the extreme form of an intramyocardial coronary ar-
tery, is difficult to recognize, even on retrospective review of
the coronary angiogram.1 The right ventricle usually is en-
tered during explorative dissection.1 An intracavitary LAD
typically enters the right ventricle early in its descending
course (possibly with an acute angle) and emerges to the sur-
face subtly in a long curve. With an acute change of depth
course, one may suspect an intracavitary or intramyocardial
location.1,2 Preoperatively, an intramyocardial coronaryrdiovascular Surgery c Volume 139, Number 3 777
FIGURE 1. Significant separation between the LAD and great cardiac
vein. LAD, left anterior descending coronary artery.
Brief Technique Reportsartery is suggested by a straight course and a systolic ‘‘milk-
ing effect’’ of myocardial fibers on the artery.1,2
We recently dealt with a right ventricular intracavitary
LAD.We retrospectively recognized a significant separation
between the LAD and the great cardiac vein, in the right an-
terior oblique view, at commencement of the venous phase
of the selective left coronary angiogram (Figure 1). Al-
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778 The Journal of Thoracic and Cardiovascular Surgintraoperative review of the coronary angiogram can be of
great value when the LAD is not found after superficial dis-
section. Recognition of an intracavitary LAD will prevent
inadvertent entry into the right ventricle.
Familiarity with the coronary venous anatomy is important
in identifying the non-obvious epicardial coronary arteries, es-
peciallywith pericardial adhesions.3On a coronary angiogram,
depiction of the arterial and venous phase together is not com-
mon and depends on the amount and duration of contrast, radi-
ation exposure, and coronary flow, among other factors. Even
so, when depicted consecutively, mental superimposition of
the arterial and venous phase can demonstrate the relation be-
tween thegreat cardiac vein and theLAD.Othermethods to as-
sist in intraoperatively locating an intramyocardial or
intracavitary LAD are to trace back a distal or proximal LAD
segment or branch, dissect on the right side of the great cardiac
vein, palpate the (calcified)LAD, palpate an intraluminal probe
inserted via a distal LAD or diagonal arteriotomy, or use a ster-
ile epicardial Doppler ultrasound probe.1,2
Using a depiction of the great cardiac vein to recognize or
suspect an intracavitary course of the LAD has not been
reported before.
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& Lange; 1996:2081-92.Management of aortobronchial fistula developing 27 years after open
aortic surgery by means of endovascular stent graftingStefan Hacker, MD,a Herbert Langenberger, MD,b Christina Plank, MD,b Michael Gorlitzer, MD,c
Marek Ehrlich, MD,a Werner Dolak, MD,d So¨ren Kreuzer, MD,b Christian Loewe, MD,b
Walter Klepetko, MD,a and Hendrik Jan Ankersmit, MD,a Vienna, AustriaFistulous connections between the thoracic aorta and the
bronchial systems are rare but potentially fatal complica-
tions. However, reports are limited and guidelines for diag-
nosis and treatment are not available. Most often, patients
have a history of reconstructive vascular surgery followed
by anastomotic aneurysm or dissection. Aortobronchial fis-
tulas (ABFs) regularly present with mild to massive hemop-
tysis and chest pain.1 Given the high mortality of untreated
patients, immediate patient management with either open
surgery or endovascular repair is essential. We present theery c March 2010
